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3. INTRODUCTION

Prostate cancer is the most common cancer in U.S. men, affecting one in five
men in their life time. It is the second leading cause of male cancer deaths (1). Migrant
studies and cancer statistics suggest the role of both genetic and environmental factors
in the etiology of prostate cancer (2-7). The age-adjusted incidence rate of this disease
in African-American men is the highest in the world and is 50 percent higher than in
Whites (8-10). African-American men are younger at presentation and prostate tumors
appear more likely to be aggressive among blacks than whites (11). Prostate cancer
mortality among African-Americans is twice than for Whites, in considerable excess of
their higher incidence, a finding that is partly related to their more advanced stage of
disease at diagnosis (11-15). The cause of these racial differences is largely unknown;
biologic, hormonal, screening, treatment, nutritional, genetic and environmental factors
have all been imblicated (16-28). The aim of the present research concept development
proposal was to determine the feasibility of conducting a study to evaluate differences in
prostate cancer screening and treatment practices between African-American and

White men.

4. BODY

Task 1. Organization of the Pilot Project Office and Recruitment of a Research

Assistant.

The pilot project was planned to start.on February 1, 1999. However, the
initiation of the project was delayed until April, 1999. This was because of the
procedures required to obtain clearance from the US Army Medical Research and
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Material Command Institutional Review Board. This additional step was not anticipated
by neither the investigators nor the U.S. Army, but was apparent at the stage of
transferring funds to the university. During the month of April, 1999, Dr. Demissie (the
Principal Investigator) spent most of his time organizing office space and other
resources for the study. During that month the job description of the research assistant
" was outlined and a full-time research assistant was hired for the project (Amy K.
O’Dowd). Dr. Demissie sought multiple consultations from the established investigator
(Dr. George G. Rhoads) on outlining the job description ahd developing specific training
tasks for the research assistant. At the time of hiring, the research assistant was a
public health student who had completed her course work requirements for the Masters
in Public Health degree with concentration in quantitative methods. In addition to the
main purpose of the study, this pilot project provided an educational opportunity for the
research assistant. The research assistant had completed her field work using the pilot
data (please see appendix). Dr. Demissie conducted several training sessions for the
research assistant on the pilot protocol detailing the kinds of information to be collected
from patients through an interview as well as extracting data from patient medical
records. Data storage and accuracy checks were also demonstrated and emphasized
by the principal investigator during the training period. An initial meeting about the
project was also held comprising the research assistant, the principal investigator, the
established investigator and staff of the New Jersey Tumor Registry. In this meeting,
ways of collabo}ation with the NJ Tumor registry in obtaining list of patients and

addresses of their treating oncologist were discussed.




Task 2. Initiation and Execution of Pilot Studies, Months 2-5.

A) Study Design Overview

A case-control study where New Jersey residents dying of prostate cancer between the
ages of 55 and 79 during the period July 1, 1997 through June 30, 2000 are being
enrolled as cases. Controls are a representative group of New Jersey male residents
ascertained from HCFA files (or by random digit dialing for the modest number under

age 65), matched to the cases on age and race.

B) Overview of Study Subjects

Till date (December 15, 1999) a total of 198 cases and 126 controls have been
recruited into the study. The distribution of these cases and controls by race is

presented below (Table 1).

Table 1. Distribution of Cases and Controls by Race.

Total Whites | Blacks Refused
Total | Whites Blacks
Cases 198 170 28 77 66 11
Total | Whites Blacks
Controls 126 109 23 58 50 8

As can be seen from the above table, the majority of patients recruited into the
study were Caucasians (85.86% of cases and 86.51% of controls) and the total

response rate was about 70 percent.




C) To Develop and Pretest Data Collection Instruments

The following data collection instruments were developed and tested (please see
appendices) :

- Physician worksheet

- Hospital worksheet

- Interview data sheet

- Tumor registry abstract sheet

- Biopsy sub-file sheet

- Disease sub-file sheet

- Physician sub-file sheet

- Hospital sub-file sheet

- Medications sub-file sheet

- PSA abstract sheet

- Prostatectomy sheet




D) To Assess the Frequency of Prostate-Specific Antigen (PSA) Screening.

Out of the 198 cases and 126 controls enrolled in the study, information

collection was completed for 44 cases (22.22%) and 36 controls (28.57%). Descriptive

characteristics of these cases and controls by age groups and race is presented in

Table 2.

Table 2. Descriptive Characteristics of Cases and Controls by Age Groups and

Race.

Characteristics Cases (n = 44) Controls (n = 36)

Race, %
White 86.4 94.4
Black 13.6 5.6

Age groups, %
Under 60 6.8 55.6
60-64 11.4 11.1
65-69 13.6 5.6
70-74 11.4 8.3
>75 56.8 19.4

As can be seen from table 2, cases are more likely to be African-American and

older as compared to controls.




Table 3 presents the distribution of cases, controls and the overall sample for

which information is available by their PSA screening status.

Table 3. Distribution of Cases and Controls by PSA Screening Status

Cases (n =44) | Controls (n=36) | Total (n = 80)
Screening PSA (number) 7 14 21
Non Screening PSA 32 2 34
(diagnostic, number)
Never Screened (number) 5 20 25

The frequency of PSA screening among the cases was 15.91 percent as

compared to 38.89 percent among controls, suggesting the efficacy of PSA screening.

However, the numbers were too small for any valid conclusion as well as to compare

the frequency of PSA screening by race.

E) To Assess the Rate of Prostatectomy by Race, Stage and Age Groups.

Localized prostate cancer patients were the population of interest in calculating

the rate of prostatectomy. This is because of our hypothesis that prostatectomy is

efficacious in reducing mortality among patients diagnosed with localized prostate

cancer. Determination of the rate of prostatectomy among patients with localized

prostate cancer is important in order to plan the size of a study aimed to be carried out

subsequently to assess the efficacy of prostatectomy. To date, only 12 patients with

localized prostate cancer were recruited into our study population and only 4 (33.33%)

of them had prostatectomy. The distribution of these patients by age groups, stage of

disease, race and type of surgery is displayed in table 4.
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Table 4. Distribution of localized prostate cancer patients by age, race, stage of

cancer and type of surgical treatment

Characteristics Number Percent
Age
62 1 8.3
67 1 8.3
70 1 8.3
71 3 25.0
72 1 8.3
77 2 16.7
79 3 25.0
Race
White 10 83.3
Black 2 16.7
Stage of Cancer
I 8 66.7
i 4 33.3
Type of Surgery
Biopsy, primary site 6 50.0
Turp, no nodes 2 16.7
Prostatectomy 4 33.3

Because of small numbers, we were unable to explore racial differences.
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F) To Determine the Size of a Study That will Evaluate the Efficacy of Prostatectomy in

Preventing Death from Prostate Cancer.

The hypothesis that prostatectomy for localized prostate cancer is efficacious in
reducing mortality from prostate cancer will be tested by developing a supplementary
control group that is composed of men diagnosed with stage A or B prostate cancer
who are matched to the prostate cancer decedents (cases) on age, race, stage, and
year of diagnosis, but whose disease never pfogressed. Such controls are being
located from the New Jersey Cancer Registry. The use of prostatectomy, radiation
therapy, and endocrine therapy (including orchiectomy) is then ascertained from the
medical records in a manner that is similar to the on-going study of PSA screening.
Several tasks have been performed in order to get started with this part of the project.
First, Dr. Demissie and the established investigator held a meeting with the State Tumor
Registry officials in order to describe the purpose of the project and to assess their level
of enthusiasm and support for the proposed project. The project was well received by
the State Tumor Registry officials and assurance has been obtained for their support.
During this meeting, procedures for obtaining the New Jersey State IRB approval had
been discussed. Similar discussion had been conducted with a urologist at the

Department of Surgery of the University of Medicine and Dentistry - Robert Wood

Johnson Medical School. Second, an additional data collection instrument and protocol
(see appendices) has been incorporated to the protocols originally developed. This
instrument seeks information on initial treatment histories (surgical and hormonal) within
on year of the patients’ diagnosis with prostate cancer. The data being collected
includes information on the receipt of surgical and/or hormonal treatment (in-hospital
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and in doctors’ offices). For those prostate cancer patients who have not received
treatment, the reasons for not receiving treatment is being sought. Histories of other co-
morbid diseases around the time of diagnosis and stage of the cancer at diagnosis are
also part of the information being collected. Patient’s medical record is the source of
data collection. The study benefits from a collaboration with the State Tumor Registry
which has statutory authority to review medical records of cases and controls. It should
be noted that the case series of the PSA screening project will be used for the
prostatectomy project and the above information is being collected only for the cases.
The control group of the PSA screening project can not be used to evaluate the efficacy
of prostatectomy. Instead, we are deVeIoping a supplementary control group as
described earlier. The sample size required for the prostatectomy project is presented in

the table below (Table 5).
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Table 5. Required Sample Size to Detect a 20% Reduction in Prostate Cancer

Death with One- and Two-Sided Alpha = 0.05 and 80 and 90 Percent Power for

Various Prevalence Levels of Exposure to Prostatectomy among the Control

men.
Number of Cases-Control Pairs Required

Prevalence of alpha = 0.05 (one-sided) alpha = 0.05 (two-sided)

prostatectomy 90% power 80% power 90% power 80% power
0.15 1445 1043 1780 1331
0.20 1139 823 1404 1049
0.25 962 695 1185 886
0.30 850 614 1047 783
0.35 776 560 956 715
0.40 728 525 897 670
0.45 698 504 860 643
0.50 683 493 842 630
0.55 683 493 841 629
0.60 696 503 858 641
0.65 726 524 894 669
0.70 777 561 958 716
0.75 861 621 1060 793
0.80 997 720 1228 918

In order to detect a 20% reduction in prostate cancer death with two-sided

alpha=0.05 and 80% power, about 780 cases and 780 controls will be required
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(assuming the frequency of prostatectomy among the general population to be about

30%).

G) To Assess the Frequency of Use of Hormonal Treatment

The distribution of hormonal therapy among the cases is presented in Table 6.
Lupron, casodex and megace were the most commonly hormonal drugs used in treating

prostate cancer.

Table 6. Distribution of Hormone Therapy Among Cases

Number Percent
No Treatment 8 18.2
-Hormone Therapy 29 65.9
Endocrine Surgery 4 9.1
Both Hormone and Endocrine Therapy 3 6.8

5. KEY RESEARCH ACCOMPLISHMENTS
- Development of Research Instruments
- Establishment of a strong collaboration with NJ State Tumor Registry

- Collection of Pilot Data for Preparing a Grant Proposal
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6. REPORTABLE OUTCOMES
- MPH Degree
- Funding was obtained from the Robert Wood Johnson Foundation to examine
socioeconomic status correlates and prostate cancer incidence.
- Database for the project was created that will allow continuous entry of

information as the project progresses.

7. CONCLUSIONS

The efficacy of PSA screening and prostatectomy in reducing mortality is largely
unknown. Randomized controlled trials are being conducted to address these issues but
the results will not be available for years to come. A case-control methodology is an
alternative way of evaluating the efficacy of these interventions. Although, the number of
cases and controls recruited in our pilot study were too small to reach to any conclusion,
we have demonstrated the feasibility of using the case-control approach in evaluating
preventive interventions. Again because of the small number of patients recruited into
fhe study, comparison of outcomes by racial groups was unachievable. This objective
can be achieved as more data become available. Based on the collected data we plan

to write a grant proposal that will be submitted to the National Institute of Health.

8. LIST OF PERSONNEL
Kitaw Demissie, MD, PHD

Amy O’Dowd, MPH
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AN ANALYSIS OF PROSTATE CANCER SCREENING:
PREDICTORS OF PSA TESTING
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INTRODUCTION

This project was conducted in the Department of Environmental and Community
Medicine at the University of Medicine and Dentistry of New Jersey/Robert Wood Johnson
Medical School using data collected from the Men’s Health Study, an investigation evaluating
prostate cancer, screening, and outcomes. The primary purpose of this project was to evaluate
screening histories during varying time periods in order to reveal which factors contribute to a
patient’s screening status. A secondary, but equally important, goal was to provide some quality
control for data collection for the Men’s Health Study. That is, by incorporating many of the
variables collected for the larger investigation, this project created a built-in system for checking

the agreement between the data entry and chart review processes.

Background and Significance

Prostate cancer is the second leading cause of cancer deaths and the most commonly
diagnosed cancer among men in the United States, accounting for 32% of all male cancers and
14% of male cancer-related deaths.! In 1999, approximately 179,.300 new cases and 37,000
prostate cancer-related deaths will occur in the United States. Although the cause of prostate
cancer is unknown, possible etiological hypotheses include family history, hormonal patterns,
and nutritional factors.?

Prostate cancer is rarely seen in men younger than 50 years of age. Ninety-five percent
of prostate cancef is diagnosed in men between ages 45 and 89 with a median age of 72 years.?
Furthermore, the age-adjusted incidence rate is 21 per 100,000 person-years for whites under age

65 and 819 per 100,000 'per 100,000 person-years for men over age 65.




Incidence and mortality rates vary both geographically and racially. While prostate

. canceris the most common cancer diagnosed in U.S. men, it is the fifth most frequent cancer
worldwide. * Asian-Americans demonstrate incidence rates approximately one-third to one-half
those of U.S. whites. .However, there remains a three- to five-times greater risk when comparing
Asian-Americans with native Japanese or Chinese. Schottenfeld and Fraumeni assert that, while
“detection strategies may differ between countries. .. the results of migrant studies appear to
show some real shifts in incidence toward rates in the new host country.” This finding would
provide at least some evidence that international differences are not entirely due to a genetic
predisposition.

The total U.S., age-adjusted mortality rate for prostate cancer was 25.6 per 100,000 from
1992 through 1996 (Appendix, Table 1).* There also appeared to be a distinct, geographical
mortality pattern during this period with the highest mortality rates seen in the District of
Columbia and four southern states. Nationally, Hawaii demonstrated the fewest number of
deaths from prostate cancer (16.8 per 100,000, p<=.0002), perhaps attributable to a greater |
number of Asian/Pacific Islanders comprising its population.

The most recent Surveillance, Epidemiology and End Results (SEER, 1996) data
revealed that age-adjusted incidence is higher in black males (211.3 per 100,000) compared with
white males (135.7 per 100,000).* In addition, mortality rates among African-Americans were
more than twice those of U.S. whites in 1996 (53.7 per 100,000 vs. 22.0 per 100,000) (Table 2).*
NCI data have also shown that vastly different patterns of prostate cancer care and treatment
exist between African-American and white males in the U.S *

Other potential risk factors besides age, race, and family history of prostate cancer

include alcohol consumption and vitamin or mineral interactions." However, because the etiology




of prostate cancer is unknown, prevention efforts have primarily focused on screening.
. Physicians and health-care practitioners have relied on screening in an effort to either prevent
prostate cancer or reduce prostate cancer mortality. Yet, there has been no perceptible decrease
in mortality despite the popularity of screening since the late 1980s.'® Studies currently
evaluating screening efficacy, such as the Prostate, Lung, Colorectal, and Ovarian (PLCO)
Cancer Screening Trial, have yet to publish results that could show whether prostate cancer
screening either saves lives or reduces morbidity. Nevertheless, the practice continues.
Prostate cancer rarely causes symptoms in its early stages because most of the
adenocarcinomas arise in the periphery of the gland distal to the urethra. Any obstructive or
irritative urinary symptoms may suggest regional or metastatic disease since cancerous growths
may impinge upon the urethra or bladder neck. Yet, urinary symptoms could also be caused by
benign prostatic hypertrophy (BPH). The presence of any prostatic disease, BPH and prostatitis
included, is the most important factor affecting serum prostate-specific antigen (PSA) levels.?
Thus, while elevated PSA levels may indicate the presence Qf pfostate disease, not all men with
prostate disease have elevated levels nor do all men with increased serum PSA have cancer.
Consequently, any diagnostic procedures performed or treatments administered following
positive screenings could cause unnecessary side effects for patients suffering from BPH or

prostatism.

Screening Methods
Digital rectal examinations (DRE) and serum prostate-specific antigen (PSA) levels are
the screening procedures currently used to detect early prostate cancer. Prior to the 1990s, DRE

was the traditional screening method. During a DRE, the posterior and lateral surfaces of the




prostate gland are palpated. However, it is estimated that, because the anterior portion of the

. prostate gland cannot be palpated, approximately 40%-50% of cancers will be missed by DRE °
Schottenfeld reports that its sensitivity is less than 50% while specificity may be as high as 99%.?
Other studies have found that sensitivity ranges from 55%-69%, specificity 89%-97%, positive
predictive value 11%-26%, and negative predictive value 85%-96%." 1t would appear, therefore,
that DRE depends on the skill of the practitioner. In fact, “DRE is a test with only fair -
reproducibility in the hands of experienced examiners.” The benefits of DRE are that it is
relatively inexpensive, non-invasive, and does not result in morbidity.

PSA is a serin protease produced by the prostatic epithelium and periurethral glands in
- the male. Serum PSA elevations occur as a result of its diffusion into the circulation rather than
into the prostatic tissue because of a “disruption of the normal prostatic architecture.”® This
process can be initiated either by the presence of prostate disease or by prostatic manipulation
(biopsy, massage or trauma).

The PSA test was approved by the U.S. Food and Drug Administration in 1986 to
monitor prostate cancer patients and in 1994 to aid in prostate cancer detection. After 1986,
however, the test was offered to men without a prostate cancer diagnosis and this resulted in the
detection of a “substantial number of tumors.” Sensitivity has been estimated to be
approximately 70% while positive predictive values range from 26% to 52%."

The purpose of screening is to identify disease before the development of symptoms
when, theoretically, an illness has a more favorable prognosis. However, as previously
mentioned, it has not been established that earl'y detection of prostate cancer promotes better
outcomes. In order for any screening procedure to succeed, the disease in question must be

serious, available treatments for the disease must have the ability to reduce either morbidity,




mortality, or both, and prevalence of the disease must be high within the screening population.
. As such, the American Cancer Society and the American Urological Association both
recommend routine screening in asymptomatic men over age 50. Yet, arguments against
prostate cancer screening are based on the belief that early detection will result in overdiagnosis
and overtreatment. That is, screening may often detect nonagressive prostate cancer, the
treatment of which can result in significant morbidity without a proven decrease in mortality ®
Until results from the PLCO and other trials are published, the debates regarding risks
and benefits of prostate cancer screenihg continue. The PSA test is still recommended by many
physicians or requested by many patients. In light of the scientific and policy issues surrounding
the prostate cancer screening controversy, this study will try to determine those factors that lead

to a recommendation or request for a PSA test.




METHODS

In order for subjects to be elfgible for this project, they must have met criteria set forth in
the Men’s Health Study (Table 3), an investigation conducted using a case-control study design.
In addition, data collection, especially that pertaining to physician and hospital records, must |
have been completed for each subject.

Cases were identified from copies of death certificates supplied by the New Jersey
Department of Health. Phone numbers, addresses, and names of spouses of decedents were
updated and/or identified in order to mail introductory letters to eligible spouses. The letters
explained the purpose of the Men’s Health Study, provided a telephone number to call in case of
questions, and listed the issues that were under investigation. Once a spouse agreed to
participate and a date of diagnosis was determined, a personal interview was arranged with the
spouse and permission to contact the diagnosing physician was obtained. If an in-person
interview was not possible, a telephone interview was conducted. In addition, consent forms
were presented either during the personal interview or by mail in case of telephone interviews.

Interview questions for both cases and controls were identical except for information
regarding circumstances surrounding a case’s prostate cancer diagnosis and subsequent
treatments (Ta‘ble 4). Only items pertinent to this project are presented herein.

The Northeast Research Corporation provided names and telephone numbers of potential
controls under age 65 using random-digit dialing methods. Controls aged 65-79 were identified
from Health Care Financing Administration files by Westat Corporation. Controls were subject
to the same baseline interview as cases and were asked to sign medical record releases.

All subjects’ medical records were reviewed by study physicians in order to confirm

dates, diagnoses, validity of PSA screens, and other pertinent medical information. Because the




goal of this project was to investigate predictors of screening among subjects, ascertainment of
. PSA test history and events surrounding the procedure was necessary. Such information from
physician progress notes or hospital records was abstracted onto a PSA subfile form (Table 5)

and entered into the study database.

Data Analysis

Survival analysis using the Cox (Proportional Hazards) Regression Method was
employed as a predictive model in order to take into account the varying time periods from the
start of the study to either a censoring date or an event date. The hazard or “risk” for this project
is the probability of a subject having a PSA screen at a certain time, given that he has survived
up to that time.’ This model also assumes that additive changes in the value of a covariate cause
corresponding changes in the hazard or risk function. The statistical program was written using

SAS version 6.12.

Study Covariates
The following information was abstracted from completed files in the Men’s Health

Study. Depending on frequency counts, some variables were recoded as categorical variables:

1. Subject’s identification number — numbers less than 5000 were assigned to cases, less
than 7000 to controls under 65, and 7000 and over assigned to controls aged 65 and over.
This variable was used as a case/control status variable;

2. Date of birth — used for age and time-dependant calculations;
3. Date of diagnosis- used for time-dependant calculations. This variable also represented

one of two endpoints for the data analysis. Subjects were censored on this date if there
was no valid PSA screen,
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Age — calculated for each subject at the beginning date of the study, 01/01/1989.
Subjects were then assigned to 5-year age groups (under 60, 60-64, 65-69, and 70-74).
The 60-64 year age group served as the reference group for this covariate;

Race — demographic variable. Subjects in this project were either white or African-
American,

Education level — Six levels of education were recoded into three variables: less than high
school, high school diploma, or beyond high school education. The high school diploma
category served as the reference group;,

Smoking status — ever- vs. never-smoker

Date of 1 PSA — a time-dependant variable used as an endpoint for survival analysis. A
valid screen was dependent upon the following “Reason for PSA” variables. If there
were no documented symptoms or abnormal examinations found in the physician’s
progress notes, these variables would be coded as “no.”

Suspicious DRE — yes or no;

Nodule — yes or no,

Abnormal prostate finding — yes or no;

Follow-up of abnormal PSA — yes or no;

Follow-up of negative biopsy — yes or no,

Follow-up of abnormal imaging study — yes or no;

Other follow-up — yes or no if the PSA was done for a reason other than
previously listed.

Wrho Ao O

If any of these preceding variables yielded a “yes” value, then the PSA was not a
valid screen. The following variable was derived as a result of a stepwise process using
the aforementioned finding/symptom variables:

Event — 1 for a valid PSA screen, 0 for an invalid screen or censoring;

Survival - time-dependant calculation. For valid screens, PSA Date minus the beginning
date of the study (01/01/1989), for censored subjects, Date of Diagnosis minus the
beginning date of the study. This variable represents the time at risk for a screen for each
subject in the study.

Number of years having known physician — Categorical numeric variable. As part of the
data collection process, each subject provided names of physicians and the length of time
they were under physician care. Subjeéts who did not know or did not provide this
information were coded as “0” and served as the reference group for analysis. The other
categories were 1-6 years and greater than 6 years. This variable would be interpreted as
a surrogate for health-care utilization purposes.
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Number of visits — Categorical numeric variable. Subjects without primary care
physicians or who answered unknown were automatically coded as “0” and were used as
a reference group. The other categories were 1-10 visits and greater than 10 visits.
Surrogate for health-care utilization purposes.




RESULTS

A total of 84 subjects were analyzed for this project. 48 subjects were censored, (i.e.,
57% did not have a PSA screen) and 36 subjects were noted to have valid PSA screens.
Summary statistics describing this data set are presented in Table 6. Age, level of education,
years having known the primary care physician, and number of visits to the primary care
physician were recoded into categorical variables based upon these frequencies. The other
covariates, race, smoking, and case/control status were binary variables.

Correlations between number of visits and number of years knowing the physician
(r=0.33) as well as between education level and smoking were performed (r=0.23). It was felt
that these pairs of variables might exhibit collinearity and, thus, affect the ultimate analysis.

That is, a patient is more likely to visit a physician more frequently the longer he has known
him/her. In addition, level of education and smoking could be construed as two different
variables conveying the same socioeconomic status. When number of visits and number of years
knowing the physician were correlated as categorical variables, collinearity increased to r=0.62.

Cox regression was performed using all variables as previously described (Tables 7 and
8). Smoking stétus, case/control status, and number of visits all generated a risk ratio ~= 1.0 in
Table 7. Although the change in -2 log likelihood was significant at ChiSquare=31.3 (p=0.002),
the fact that three of covariates showed no appreciable risk differences in the first run led to an
additional run that omitted three variables (case/control status, level of education, and number of
Visits).

Table 8 shows a more significant model that accounted for a greater proportion of the

default model (change in -2 log likelihood was 28.32, p=0.0002). According to these results,




whites were 80% more likely to have been screened and smokers were approximately 70% less

- likely to have a PSA screen. Compared with the 60-64 year-old group, men under 60 and men
aged 65 to 69 were 60% to 70% less likely to have a PSA test. Men over age 70 were 69% more
apt to be screened. Finally, the longer a subject knew his physician, the better his chances of
being screened for prostate cancer. Men knowing their physician more than 6 years were 12
times more likely to have been screened. Those knowing their primary care physicians for 1to 6

years were screened 6 times as often as those without a regular doctor.

Discussion

It must be emphasized that the results for this project pertaiﬁ only to this data set.
Because of the small sample size, findings cannot be generalized to the population at large (weak
external validity). However, the study does provide a framework for future investigations of
larger samples.

The most important finding in this project may be the fact that the longer one knows his
physician the more likely he is to be screened for prostate cancer. This would make sense,
especially from the perspective of health-service utilization patterns. That is, with the sustained
growth of the managed-care industry and the advent of Medicare HMOs, patients may be
assigned to several primary care physicians in one medical group, precluding not only continuity
of care but perhaps also requests for screening tests due to the persistent need to review medical
histories during short periods of time. In fact, Eisen et al. reported that having a regular source
of care, a regular physician, and health insurance predicted having some form of screening.’® All
members of this study sample had health insurance, either Medicare or an HMO, and therefore

insurance status was not investigated.




Other studies evaluating reasons for PSA screening revealed that either knowing
someone with prostate cancer or having a family history of prostate cancer were important
determinants of screening for prostate cancer.'"'?Family history was not explored in this study
but should be considered in future investigations. Schottenfeld and Fraumeni report that family
history of prostate cancer “appears to be associated with earlier onset of disease in first-degree
relatives.” Furthermore, men wifh “one first-degree relative ... had a twofold increase in risk,
whereas a positive family history for a second-degree relative was associated with a 70%
increase in risk..”

One of the risk factors for prostate cancer is age. This study revealed that men aged 70-74
were 70% more likely to be screened than those in the younger age groups. However, 43% of
the sample were under age 60 at the beginning of the study. (Age was calculated as of January 1,
1989, the start of the study périod.) As previously mentioned, the American Urological
Association and the American Cancer Society recommend PSA screening beginning at age 50.
Because the study period for this project began soon after implementation of the PSA test, it
could be interpreted that, in the early 1990s, physicians were more likely to screen those at
highest risk, i.e., men over age 70. Consequently, a longer time period is needed to evaluate any
secular trends-in PSA screening rates across various age groups.

While African-Americans race have an increased risk of prostate cancer, their screening
rates were 80% lower than whites in this study. This finding cannot be generalized to a larger

population because there were only 8 African-Americans in this sample of 84 men. Barber et al.

reported that African-American men were significantly less likely to “identify early symptoms of -

prostate cancer and the basic components of a prostate checkup.”?




Analysis revealed that smokers were approximately 70% less likely to be screened for

. prostate cancer. Schottenfeld and Fraumeni found no significant differences between never- and
ever-smokers, but did report slight increases in mortality from prostate cancer when taking into
account cigarettes smoked per day.” To date, no studies have reported results concerning
cigarette smoking and PSA screening.

Although cases and controls were matched on several variables for the Men’s Health
Study, confounding still could have occurred in this project. Subjects were not matched for this
analysis, but case/control status was taken into account and was found not to be an important
predictor of screening status. The number of visits or years knowing the physicidn could have
been confounded by the comorbidity status of the subject. The small sample size and wide
variety and number of illnesses reported by many of the subjects precluded the inclusion of a
comorbidity variable. Furthermore, the presence of any serious comorbidity might prevent a
patient from being screened for prostate cancer.

The potential for misclassification of PSA screening status may have affected study
results. However, ongoing physician review of medical records should have minimized, if not
eliminated, any such bias.

While a proportional hazards model assumes a constant covariate effect for each point in
time, results from this study may have violated such an assumption. Such a violation could be
interpreted as “interactions between one or more covariates and time” or an “average effect [of
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that variable] over the range of times observed in the data.




CONCLUSIONS

Although the small sample size of this project precludes the establishment of definitive
guidelines for prostate cancer screening, results illustrated some patterns in PSA testing among
these subjects. Health-care utilization patterns, age, race, and smoking status all contributed to
the predictive model. This preliminary investigation underscores the need for Medicare
enrollees or HMO participants who are at risk of developing prostate cancer to undergo PSA
testing. However, other policy issues regarding screening demand further clarification. Are
tumors detected by screening clinically significant? Does screening generate too many false-
positives? Does screening lead to overdiagnosis and treatment resulting in unnecessary
morbidity? Ongoing randomized trials have yet to publish answers to these questions. Woolf
and Rothemich assert that the “lack of evidence of benefit and the potential harms argue against
a societal policy of routine screening... Appropriate policy must discriminate between what is
best for populations and for individual patients.”*> Until these debates are resolved, screening

decisions should be left to the patient and his physician.
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TABLE 2

Cancer of the Prostate
- U.S. Mortality & SEER Incidence, 1973-1996

Rate per 100,000 (log scale)
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Table 3

Eligibility Criteria for PSA Studv*

Cases Controls

Advanced prostate cancer diagnosed Advanced prostate cancer excluded,
but localized cancer acceptable

Diagnosed after January 1, 1989 ‘ Diagnosed after case

Age 55-79 at death Matched to case by 5-year age groups

All races Matched to case by race

Resident of New Jersey Resident of New Jersey

Surviving widow | Married

If under 65, must have telephone If under 65, must have telephone

Widow’s consent to interview Consent to interview

Widow’s consent to review medical Coﬁsent to review medical records
records

*From Men’s Health Study Grant Proposal




TABLE 4

Baseline Interview Information*

Ite

Name, address, phone number

Name, address, phone number of
Close relative

Birth date
Cases only:
Verify date of death
Obtain approx. date of diagnosis
Obtain description of circumstances
leading up to diagnosis
Name and addresses of all hospitals and
physicians seen since 01/01/1989

Date and provider of all PSA tests

History of prostate problems, especially
BPH

Medical releases for each hospital and
physician since 01/01/1989

Years of education

Cigarette smoking status

Rationale
Identification for future contact

Enables tracing if subject moves
For identification/calculation of age

Data check

Check for study eligibility

For correct classification of PSA tests
as either screening or diagnostic

To obtain medical records and to establish
physician utilization patterns that
may affect screening status

Main outcome variable for this study; also
checks for completeness of provider

information

BPH is a possible confounder
To obtain medical records

Surrogate for socioeconomic status

Lifestyle characteristic

*Protocol information obtained from Men’s Health Study Grant Proposal




TABLE 5

Date of Case Diagnosis (DateDxVeri_.

FIELD(DateD eath(DC2))

Date of Case Death
PSANUIMDEr # oottt essesrs s #
PSA DAL ...ttt st esbe s senarans - -
. MM DD YYYY
(Physician Name) .....ccoecvvvieesessineens
Physician License Number (Physician data base or physician worksheet) —
PSA ReSult ¥¥¥% | ...onrrrinrivnnniiinicsisssscssissssssiscesssssssisnsssesmsassssessesssesans e
Free PSA Reference (if done) (Appendix H) ...ccovceninenincinnicnninieniinnnn et .
(low) (high)
Free PSA Result (if done) **** ........................................... e
PSA done with DRE, because of a finding on the DRE, or was DRE Yes No Unknwn
done because of an abnormal PSA? (Do not include DRE's done for follow-up) 1 2 3
What was the date of the DRE? ......c.cccoivmvceniniinnnninoiiinnenssnen -
Was PSA done because of a finding on the DRE?  ......oiiiiiiicii e 1 2 3
Was there any findings on the DRE? et e st snt et eese e eeen 1 2 3
Was the DRE finding benign (BPH) 7 ......ccooviinivmcniiinnnncecniensnennnen 1 2 3
Was the DRE finding suspicious? .....c.cccccimiereircnnniinincnnisonnerinaenns 1 2 3
Is this the 1st elevated post-prostatectomy PSA? .........coocoviinncnccnnninncenecne. 1 2 3

(Collect PSA's up to and including the 1st diagnostic PSA if available, Thereafier we onfy collect the 1st elevated post-prostatectomy PSA)

‘Was this PSA done within 6 months of prostate cancer diagnosis of the case? ...... 1 2 3

IF LESS THAN 6 MONTHS, FLAG THIS FOR PHYSICIAN REVIEW

Reason for PSA Circle all Reason Codes that apply
Yes No Yes No

1 = pure screening 1 2 6 = follow-up abnl PSA 1 2
2 = enlargement (no nodule) 1 2 7 = follow-up neg bx 1 2
3 = nodule 1 2 8 = abnl imaging findings 1 2
4 = abnl prostate, other 1 2 10 = no documentation 1 2
5 =prostatism symptoms 1 2 11 = other 1 2

Physician Reviewer only:
RESULT OF REVIEW ..........coooviiriceencrnnecreeeans valid screen invalid screen

(circle one) 1 2
If validity uncertain check here to red flag ............ccooeieiiiiiiciec s O o
06/17/99

-Psa_ab.WPD 7/30/99




TABLE 6
Cumulative Cumulative

STATUS  Frequency  Percent Frequency Percent

case 48 57.1 48 57.1
control 36 42.9 84 100.0

Cumulative Cumulative

RACE  Frequency Percent Frequency Percent
white 76 90.5 76 80.5
black 8 9.5 84 100.0

Cumulative Cumulative

SMOKE  Frequency  Percent Frequency Percent
smoker 54 64.3 54 64.3
nonsmoker 30 35.7 84 100.0

Cumulative Cumulative

~EDUC Frequency Percent Frequency Percent

less than high school 9 10.7 9 10.7
some high school 11 13.1 20 23.8

" high school diploma 29 34.5 49 58.3
some college 11 13.1 60 71.4
college degree 14 16.7 74 88.1
graduate or professional degree 10 11.9 84 100.0

: Cumulative Cumulative
AGEGROUP  Frequency  Percent Frequency Percent

under 80 36 42.9 38 42.9
60-64 18 21.4 54 64.3
65-68 25 31.0° 80 85,2

70 and over 4 4.8 84 100.0
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Cumulative Cumulative

VISITS Frequency Percent . Frequency Percent
0 38 45.2 38 45.2
1 3 3.6 41 48.8
2 1 1.2 42 50.0
3 3 3.6 45 53.6
4 2 2.4 47 56.0
5 4 4.8 51 60.7
6 6 7.1 57 67.9
7 1 1.2 58 69.0
8 4 4.8 62 73.8
9 2 2.4 64 76.2

10 1 1.2 65 77.4
11 2 2.4 67 79.8
12 5 6.0 72 85.7
18 1 1.2 73 86.9
14 2 2.4 75 89.3
15 2 2.4 77 91.7
16 1 1.2 78 82.9
18 3 3.6 81 896.4
23 2 2.4 83 98.8
30 1 1.2 84 100.0

Cumulative GCumulative
YRSKNWN  Frequency  Percent Frequency Percent

0 30 35.7 30 35.7
1 3 3.6 33 39.83
2 5 6.0 38 45.2
3 9 10.7 47 56.0
4 6 7.1 53 63.1
6 2 2.4 55 65.5
7 3 3.6 58 68.0
8 4 4.8 62 73.8
9 1 1.2 63 75.0
12 3 3.6 66 78.86
13 3 3.8 69 82.1
14 2 2.4 71 84.5
17 3 3.8 74 88.1
19 3 3.6 77 91.7
20 3 3.6 80 95.2
21 1 1.2 81 98.4
22 1 1.2 82 97.8
28 1 1.2 83 98.8
41 1 1.2 84 100.0
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Cumulative Cumulative

EVENT Frequency Percent Frequency Percent
censored 48 57.1 48 57.1
valid screen - 36 42.9 84 100.0




TABLE 7
The PHREG Procedure

Data Set: WORK.PSA

Dependent Variable: SURVIVAL
Censoring Variable: EVENT
Censoring Value(s): 0

Ties Handling: EFRON

Summary of the Number of
Event and Censored Values

Percent
Total Event Censored Censored
84 36 48 57.14

Testing Global Null Hypothesis: BETA=0

Without With
Criterion Covariates Covariates Model Chi-Square
-2 LOG L 260.106 228.820 31.286 with 12 DF (p=0.0018)
Score . . 28.273 with 12 DF (p=0.0050)
Wald ; ] 21.455 with 12 DF (p=0.0441)

Analysis of Maximum Likelihood Estimates

Parameter Standard Wald Pr > Risk
Variable DF Estimate Error Chi-Square Chi-Square Ratio
RACE 1 0.017033 0.80317 0.0004498 0.9831 1.017
SHMOKE 1 -0.054873 0.45690 0.01442 0.9044 0.947
STATUS 1 -0.022166 0.40145 0.00305 0.9560 0.978
AGLTS0 1 -0.247507 0.47280 0.27405 0.6006 0.781
AGB569 1 -0.637178 0.54315 1.37618 0.2408 0.529
AG7074 1 0.825182 0.86750 0.90482 0.3415 2.282
EDUC12 1 0.615853 0.52870 1.35688 0.2441 1.851
EDUC46 1 -0.488483 0.50787 0.92502 0.3362 0.614
YRS18 1 2.040832 0.85176 5.74142 0.0166 7.698
YRSGT6 1 2.843586 0.89258 10.14834 0.0014 17.177
VIS0 1 0.050290 0.63980 0.00818 0.9373 1.052
VISGT10 1 -0.115838 0.50808 0.05198 0 0.891

.8197




TABLE 8
The PHREG Procedure

Data Set: WORK.PSA

Dependent Variable: SURVIVAL
Censoring Variable: EVENT
Censoring Value(s): O

Ties Handling: EFRON

Summary of the Number of
Event and Censored Values

Percent
Total Event Censored Censored
84 36 48 57.14

Testing Global Null Hypothesis: BETA=0

Without With
Criterion Covariates Covariates Model Chi-Square
-2 LOG L 260.106 231.788 28.317 with 7 DF (p=0.0002)
Score . . 25.861 with 7 DF (p=0.0005)
Wald . . 19.437 with 7 DF (p=0.0069)

Analysis of Maximum Likelihood Estimates

Parameter Standard Wald Pr > Risk
variable  DF Estimate Error Chi-Square Chi-Square Ratio
RACE 1 0.587672 0.66598 0.77856 0.3776 1.800
SMOKE 1 -0.379083 0.40033 0.89665 0.3437 0.684
AGLT6E0 1 -0.361224 0.45472 0.63104 0.4270 0.697
AGB569 1 -0.461264 0.49650 0.86308 0.3529 0.630
AG7074 1 0.524686 0.836869 0.39325 0.5306 1.890
YRS16 1 1.813177 0.60381 9.01750 0.0027 6.130
YRSGT6E 1 2.524152 0.59276 18.13324 0.0001 12.480




10.

11.

12

REFERENCES

Screening for Prostate Cancer, www.nci.nih.gorv, November 1999.

Schottenfeld D and Fraumeni JF, eds. Cancer Epidemiology and Prevention, 2" Edition,
pp. 1180-1206. Oxford University Press (New York , 1996).

Walsh PC, Retik AB, Darracott E, Vaughan JR, and Wein AJ, eds. Campbell’s Urology,
7% Edition, v.1-3, W.B. Saunders Company (Philadelphia, 1998).

SEER Cancer Statistics Review 1973-1996, www.nci.nih.cov, November 1999.

Varmus HE, Planning for Prostate Cancer Research: Expanding the Scientific Framework
and Professional Judgment Estimates, www.ncinih.gov, October 1999.

Richert-Boe KE, Humphrey LL, Glass AG, and Weiss NS. Screening digital rectal
examination and prostate cancer mortality: a case-control study. Journal of Medical
Screening, 5:99-103, 1998.

Hankey BF, Feuer EJ, Clegg LX, Hayes RB, LEgler JM, Prorok PC, Ries LA, Merrill

RM, Kaplan RS. Cancer surveillance series: interpreting trends in prostate cancer — part
I: Evidence of the effects of screening in recent prostate cancer incidence, mortality, and
survival rates. Journal of the National Cancer Institute. 91 (12): 1017-24; June 16, 1999.

Lefevre M. Prostate cancer screening: more harm than good? American Family
Physician. 58 (2): 432-8, August 1998.

Tibshirani R. A plain man’s guide to the proportional hazards model. Clinical and
Investigative Medicine. 5 (1): 63-68; 1972.

Eisen SA, Waterman B, Skinner CS, Scherrer JF, Romeis JC, Bucholz K, Heath A,
Goldberg J, Lyons MJ, Tsuang MT, and True WR. Sociodemographic and health status
characteristics with prostate cancer screening in a national cohort of middle- aged male
veterans. Urology. 53 (3): 516-22, March 1999.

Taylor KL, DiPlacido J, Redd WH, Faccenda K, Greer L, Perlmutter A. Demographics,
family histories, and psychological characteristics of prostate carcinoma screening
participants. Cancer. 85 (6): 1305-12, March 15, 1999.

Carter F, Graham E, Pal N, Gonzalez E. and Roetzheim R. Prostate cancer screening in
primary care. Southern Medical Journal: 92 (3): 300-4, March 1999.




13.

14.

15.

Barber KR, Shaw R, Folts M, Taylor DK, Ryan A, Hughes M, Scott V, and Abbott RR.
Differences between African American and Caucasian men participating in a community-
based prostate cancer screening program. Journal of Community Health. 23 (6): 441-51,
December 1998.

Allison PD. Survival Analysis Using the SAS System: A Practical Guide. SAS Institute
(Cary, NC, 1995).

Woolf SH and Rothemich SF. Screening for prostate cancer: the roles of science, policy,
and opinion in determining what is best for patients. Annual Review of Medicine.
50:207-21, 1999.




66/¥1/C1 AdmusymAyd

66/9T/S0

(xp 9582 0} Jo1ad) aaed ueIsAyd ur 323{qns s1eIL Jo Joquinu Lo,

sisougerp ased 9ty 03 Jorid s1eak ¢ Ise] urynM syisia ueisAyd jo Jdquiny

R PoMEN

D ........ vND.u\.UDwm:UmHQ

AReq

" STLON SSTUO0ud

ALVd | LDVINOD arLva LOVINOD | dLlVd LOVINOD
T =TT T T T T T apquuny duoydapa ), ueidisAyg
M (1aquunu 3024402 wrfuoy))
lllll -7 Rqun) ISudIY PweN uenisfyg
((ID@INPWENISILY,
STOULNOD ANV SASVD
LITHSMAOM NVIDISAHd
(ZD@weagareq

(NI PAXQ@E

(apuap




umowun = ¢
ou=7¢g
S9A = |

(snoridsns Suipuy ‘;uSuoq Suipuy *;3uipury ‘jouop TI : S9p0D) T

66/v1/C1

adm wsymiyd

s, ¥Sd xp-isod dn-moqjof sapnjour
swoydwAs wsneysold = ¢
19130 “are3s0ad uuqe = 4

410 = [

UOIIRJUAWNDOP OU = §
sGuipury SuiSewn juruqe = g
Xq 2A1R30u dn-moJjof = £,
VSd [wuqe dn-mofjoj =9

66/97/S0

9[Npou = ¢

9[npou ou ‘JuswodIejud = 7
Suiuoaros aind = |

5ap0y) UOSYIY VS

‘NVIOISAHd WO ATLDTHIA HO SELON SSTED0Ud WOYA NOLLVINHOANI ONINIVLEO YALAV A'INO NOSVHEY LSI'T ~

I
e
—
—
=
—
=
=
VSdp VSdp VSdp
VML ysap Vs VSdp vsap | vsap| VS VSd vsdf
(qddp 1041 710) CER. L VSd AAAA/AANN
¢dsns | ju3ruaq | Suipuy ep SAA0D
$vSd 1woad-sog | maQ b (1 Na a | s3aa NOSVIY | NVIDISAHd ONIMAQUO | A7d SLINSAA ALVA
Ywap Jo apop $,25v9 [uun dn 68/1/1 WMol s, Sd 1]V 2pnjouf

. SLSHL VSd

(To@ureagareq

(NI IAXQIE

(apuapy




66/¥1/T1 Adm wsyniyd

66/97/S0
VSd Patease = ¢
I9Y10 = ¢ swoldwiAs = g .
Supuy TN [BIUSPOUL = Surpuy [eo1sAyd [euiouqe = | :S9pP0O7) UOSDIY

Jayjo 29 ‘ouoq ‘opou ydwA| ‘Y.L 9re1soid ‘9[pasu ajesold :sad.anos Asdorg

Xqp Xqp xqp Xqp Xqp xqp
(d1dd soys 11v) (puop fi) (s2po2 10u ‘spaom uy) AAAAQUNN
SIA0D AU O0S ~22d10S
IONIANIOAYHd HOLDOa NOSVHIY JNNTOA S/ | LI0dTA LI1NSTA aLva - ASdOId

Yywap Jo app s,a5v0 [pun dn gg/1/1 wodf $315dorq 1jp apnjouy

SAISdOI1d




Adm WsymAyd

66/v1/C1
66/9T/S0
sipp SoyLp sipp Soypp sipp SoYLp sipp SoYLp sipp Sipp SIp p
Sipp ByLp
E@v&& Swiall pajva1-21pjsod
Aup apnpout A)p1oadsa
_ NVIDISAHd ALVA (e (o)0) EL
SLI0STH Naiadodd NNNAIO0dd 20dd 204d ANAII0AL 6-dDI RLE) A ASVASIA

(o@weraarea)d

TUBWIDIA] Y] UL 2BUDYD D PISRDD A0 3SDASIP Y] Ul a3UDYD J0foul b pasoys oy sadnpasodd pajojai-ajpisosd

asotf} S(11d 24npa2o4d 21vjso4d-uou Auv apnjour ‘sisouSvip asvo 4alfY Spawaorq SuloS uoNILISaL 2w AUV TNOYIIM 24np2a204d PaD]ad-4app]q 40 2ipisod Auy (€

6861 431/v 0] papnul] 2.4npado4d aaispaur Auy (7

asvo ayj fo yivap ayj (pun dn puv ‘686 01 4014d pa4inac0 aavy uv2 asvasyy (]

SHANAIO0Ud ¥ SASVISIA




Adm wsyndyd

66/¥1/C1
66/97/50
SIpp oYL p spp Soyrp Sipp Fogpp SIpp YL sipp SIpp sipp
stpp Sy p
AKAfppuru swan pajvjaL-aivisoid
Aup apnpout Ayproadsa
NVIDISAHd ALVA qAOD seiq
SLINSTY ANATD0Ad WNaID0Ad 20dd 20dd TANAIDOUd 6-aD1 182X asvasida
JUIUWID2A] Y] Ui dBUDYD D PASAVD 40 aSDASIP Y] Ul 8UDYD A0low D PaMOYS oy Saunpadodd pajp]ai-ajvisosd

250Ul SN)Td 24npa204d a1pisod-uou Auv apnou) ‘sisouSvip asvo 4aify spaomyopq Su108 uonILysa4 2uil Kup jroyiim a.npaooud parvjad-13ppolq 40 apjsold Auy (€
6861 421fv 0] pajrut] a4npasoad aaisvaul Auy (7

asvo ay fo yjpap ayp jun dn pup ‘696 01 4014d paiin220 savy uvd asvasiq (]

SINAID0Ud ¥® SASVASIA




66/71/C1 Adm ysymAiyd
66/9T/S0

HANS LON/ON/SHA HANS LON/ON/STA

JILVTIY 4LV1SOodd NOILVOIdIN TILVTIE JILVLISOdUd NOILVOIda

Yivap asva fo a1pp [yun dn 6961 WO SUOHDIIPIW JO1UISIY

SNOILVOIAIIN

:885«535




66/%1/C1 Addmsyniyd
66/97/50

ANOHd ssayaav ANVN

Y1wap asvo fo amp ayp 01 dn 696 T woif 24v> papraoid oym suvoisdyd oy poragsayy

SNVIDISAHd YAH.LO

(2D@weagarea




66/v1/Ct pdm 1ysmso]
66/87/50

Ve g e poxey
\ \ A UOmaom \ \ O ﬁ@—mw N
Ay o PaAIRISY /] o Pea1/passnosi(]

‘NOLLVZI'TVLIdSOH ONINA ANOd VSd A1 SALON SSTYO0Ud

- - ~ Jaqunp duoyddpa |, SpP10IY [EIUPIA

- - QU duoyg ‘uostad yoeIU0)
0O «...u.ﬁ:== 1034400 widtfuop) - dsopip
IIIII -7 .aaqunp 3po)) e fendsogg

(1D @INPWENISILY) “U(1Da)weNsey

STOYLNOD ANV SISVD
LAHHSIIOM TVLIdSOH




dsofj p

66/v1/C1

pdm jysimsoy

66/8¢/S0

sressesessesscseeseess gisougulp 03 aorid 1nq 6861 woay sisouSeip 03 ao1ad suonezijendsoy Jo JPquny

wopp  dsogp

((ZD@ureag@areq
(NI LRAXERIRQ

dsop p dsopy p
(“ouou (VSd f) ALAKppuw
‘10130 odd ‘oury dA1S 994) Q1003 SALON LAAHS NS ALVd
ANVJINOD ADNVINSNI A0 ONIGNALLY 90ud SO1 SAvI ADvd D/a LINQV
ONDIDVIL Q1001




(snorordsns Surpuy <, uSiuaq Surpuyy ¢; Jurpury

UMOUUN = ¢
ou=yg
Sk =1

66/v1/Cl

( s.y'sd dn-mojjoj sapnjout)

Yo =[]

UONEJUSUINOP OU = ()]

ouop A  $apo) ANA

sSurpury Swideun juuqe = g
Xq 2A11E30u dN-Mmojjo} = /
VSd [wuqe dn-mofjoj = 9

pdam-3ysymsorf

66/87/S0

swoydwids wsneysord = ¢
Joyjo 9)eysoxd juuqe = §

smpou = ¢

a[apou ou ‘yuawidIe[us =g
Sumuoons amd = |

1Sap0) uoSVIY Y

VSdp
sak J1 W

é
VSd Awmopjeysoad-isog

V8d A

o dsns
Tya

VSdp

Suipuy
a

VSdp

Aep TIud

VSdp
VSdp
(ouop som 1s2) ayj Aym uosvai ayj
Bunoplonja ut djay dow 1oy uonvou
VSdp A&up ppo ‘sapoa ayj 0} uonppo ug)
(41ddo 1oy j1o 151Y)
+aa SAAO0D NOSYVII 434

VSdp

CICR.E |

VSdp

VSd

LIASHd

VSdp

AAAAAANN

JLvda

((@DA)wreagareq

NI VRAXEIE(

SLSAL VSd

asp2 Jo ywap [0 aivp 01 6§6] WOl pajoLiysal




RO =g
dUNLL 3¢ s3utpuy [EyudpRUl =

66/v1/C1

VSd Paieadp =¢
swoyduws = 7
s3uipuiy [eaisAyd jewriouqe = |

pdayysymsoy
66/8T/50

$IP0I HOSDIY

uois9] suoq dpou ydwA] ‘UL Xq pIau Neysoad :s30anos £sdoig

xqp

ONINIOATad
JOLOOA

(Gddv
IOy} I p4023.4)
SHIA0D
NOSYId

(ouop f3)

TOA
S4LIN

HDUN0S L0433y

xq p

(sopoo ou — spiom uj)
LI0SAA

£
ALEppuw

CARAL

xqp

J2dN0S ASd01d

:88__553.5

8B JO ygwap Jo amwp pun (1020304d 235) UO01I1LISaL IDPUIIDI OU

. SHISdOl14




66/v1/CL pdm - ysymsoy
66/87/S0
sipp By p Sef 3ULL | app Boyyp sipp BULP SIpp sIpp sIp AL Lppunu
Spp BRI
SONIANIA YO aLvda YVIA CRALL
SIINSTY TANAIAI0Ud d0L00a D0dd 204d HA0D D0Ud TANAID0Ud 6-AdI | HASVISIA ASVasIa LINAV

JULUIDD] 23} UL ISUDYD D PISHDD 40 ISVISIP Y] Ul 2EUDYD dofvrd D pamoys vy} saanpaoold payyas-aivisold asoy) §11Td 24npadoad awisod-uou
dup apmpouy ‘sisousvip asvo 4a)fy spivovyonq Sur08 uoyorgsa. auny Kuv moyym sisouSvip asvo fo awy oy d01d 2unpacoad pajvaa-1appo)q 40 isodd duy (¢

Ywap asvo fo awp 2yp 03 dn 861 wiodf 2anpacosd fuy (7

asvo 2y fo ywap fo apop ayz o1 dn puv ‘g6 01 1014d paLinIo0 aavy uvd asvasyy ([

LATHS HOVA NO SHINAIDO0Ud ¥ SISONDVIA




66/¥1/T1 pdam-Iysimsof |
66/87/50
sipp oy p SPp 3ULL | spp Boupp sipp BayLp stp ¢ sipp SIpp AkAKppunu
sipp By p
SONIANIA 4O ALVA UVIAA ALVA
SLIASTY 3ANAAD0Ud yOLDO0A D0Ud J20ud 4d0D 20ud ANAID0Ud 6-aDI ASVASIA ASVASIA LINAV

(oD@ weagare
TIRAX(IIR

UMD} Y1 U 2SUVYD D PISNDI 10 SVISIP Y] Ul 2SUDYD 0[N D PIMOYS DY) S2UNp2o04d parias-apisosd asoyl §1)Td 24nparoad apisosd-uou

Aup apnpout ‘sisoudvip asvo 42yfy “spipmyonq Suto8 uoyorusas awty Kuv moynm sisouSoip asvo fo auy 01 do14d 2anpasoad payas-12ppvlq 0 wisosd luy (5

ywap asvo fo awp ayz 03 dn 861 woLf aanpasod Auy (7

asvo ayy Jo ywap fo ap 2y 01 dn puv ‘66T 01 4014d pa1ind20 3avy uvd asvasyy ([

LATHS ADVA NO STINAID0Ud ¥ SHSONOVIA




66/v1/C1 pdm ysimso
66/81/S0

TANS LON/ON/SHA TANS LON/ON/SHA

JILVTIY HLVLSOUd NOLLVOIQan AILVTId FTLVLSOUd NOILLVOIAdIN

ywap asvd fo appp Jpun dn g6 [ WoLf SUODIIPIUL JI14ISIY
SNOLLVOIQaIN

((XD@ureagareq
(NI LRPAX@NEQ)
{apuapy




66/v1/C1

pdamysymsoy
66/87/S0

ANOHd

SSsTyaav

JWVN

Ypap asvo fo apwp 2y} 01 dn 686 wioif 24v3 papraosd oym suvrosdyd oy poragsay

SNVIDISAHd YAHLO




Cases

INTERVIEW DATA SHEET

1. Name, Address, Phone number
Last Name First Name MI
Address

Phone - -
Phone - -

2. Name, Address, Phone number of a close friend or relative
Name
Address

Phone - -
Phone - -

3. Birth Date:

>

Date of Death:

S.  Date of Diagnosis -- verified: first: ............................... .. - -

6.  Date of Diagnosis --old ... - -

Disposition
Interviewer: Data Entry A: Date: - -
Date of Interview: - - Person:
Q/A Person: Data Entry B: Date: - -
‘ Person:

Date of Review: - -

Physician Review Date: - -

07/09/97
INTRVW_A.WPD 12/14/99




Physician:
7. Providers and hospitals before diagnosis of prostate cancer

Name
Specialty Specialty code
Address
Phone _ - - Name
Specialty Specialty code
Address
Name Phone __ - -
Specialty Specialty code
Address
Phone __ - - Name
Specialty Specialty code ___
Address
Name Phone __ - -
Specialty Specialty code ___
Address
Phone __ - - Name
Specialty Specialty code
Address
Name Phone _ - -
Specialty Specialty code
Address
Phone __ - - Name
Specialty Specialty code
Address
Name Phone _ - -
Specialty Specialty code ___
Address
Phone __ - - Name
Specialty Specialty code _
Address
Name Phone - -
Specialty Specialty code
Address
Phone - - Name
Specialty Specialty code
Address
Name Phone _ - -
Specialty Specialty code
Address
Phone - - Name
Specialty Specialty code
Name Address
Specialty Specialty code Phone __ - -
Address
Phone __ - - Name
07/09/97

INTRVW_A WPD 12/14/99




Specialty Specialty code ____
Address

Phone __ - -

History of Prostate Problems and Symptoms

8. Ever have symptoms related to the urinary tract? yes no  unk
wn
(circle one) 1 2 9

---- If yes to above-----

Year of onset of symptoms related to the urinary system

(see manual)

Problem Codes
(see Appendix A)
2) frequency

3) intermittency

4) urgency

5) weak stream

6) straining
7) nocturia
8) hematuria
10) other

1) incomplete emptying

yes no unkwn Date
MMDDYY

(circle one)

— bl bt b el e e e
DD DD DN
W W W W WWwwww

9. Ever Require a physician's attention for a urinary or prostate problem?

(circle one)
---- If yes to above ------

no unkwn

2 9

Dates (years) of notable prostate problems requiring physician’s attention (sec manual)

Problem Codes —

1) benign prostatic hypertrophy

2) obstruction (blockage)

3) prostate infection

4) bladder, kidney, or urinary infection
5) kidney or bladder stones

6) prostate nodule --not biopsied

7) prostate nodule -- biopsied

07/09/97
INTRVW_A . WPD 12/14/99

— (see Appendix B)

8) abnormal prostate exam, not a nodule
9) medication for prostate

10) prostate cancer

11) hematuria (blood in urine)

12) other




Specialty codes
1= internist 4 = urologist 9 = unknown or not sure
2 = family practioner 5 = oncologist
3 = general practioner 6 = other

Calendar Year Problem
Code

Name
Specialty Specialty code
Address

Phone - -

Name
~ Specialty Specialty code
Address

Phone - -

Name
Specialty Specialty code ___
Address

Phone - -

Name
Specialty Specialty code
Address

Phone - -

Name
Specialty Specialty code ___
Address

Phone - -

Namg
Specialty Specialty code
Address

Phone - -

07/09/97
INTRVW_A.WPD 12/14/99




Name
Specialty

Specialty code
Address
_ Phone -
Name
Specialty

Specialty code
Address
_ Phone -
Name
Specialty

Specialty code
Address
_ Phone -
10. Ever have a blood test for the prostate? yes no  unk

wn
(circle one) 1 2 9
If yes to above --------
Prostate blood tests : ’
Specialty codes

1= internist 5=oncologist
2= family practitioner =~ 6= other

3= general practitioner  9=not sure
4= urologist

07/09/97
INTRVW_A WPD 12/14/99




Year Reason Nml/Abnml
1=screening 1=nml
2=subject request 2= abnml
3=symptom or findings 9=not sure
4=other
9=not sure
1=screening 1= nml
2=subject request 2= abnml
3=symptom or findings 9=not sure
4=other
9=not sure
1=screening 1=nml]
2=subject request 2= abnml
3=symptom or findings 9=not sure
4=other
9=not sure
1=screening 1=nml
2=subject request 2= abnml
3=symptom or findings 9=not sure
4=other
9=not sure
1=screening 1= nml
2=subject request 2= abnml
3=symptom or findings 9=not sure
4=other

=not sure

Name

___ Specialty Specialty

code

Address

Phone - -

07/09/97

INTRVW_A . WPD

12/14/99

Name

Specialty
Address

Specialty code

Phone - -

Name

Specialty
Address

Specialty code ___

Phone - -

Name

Specialty
Address

Specialty code ___

Phone - -

Name

Specialty
Address

Specialty code

Phone - -




(circle one)

2 3 45 6 9

SOCIOECONOMIC DATA

11.  Years of education: (see manual)

1) no HS 4) some collegé . 1

2) some HS 5) college degree

3) HS grad 6) grad. or professional degree

9) unknown
12. Usual occupation:
(see manual & Appendix C) (name or type )
(unknown = 99)

If no usual occupation, type of work most
commonly done during the ages of 25-50;

occupational code
(unknown = 99)

(name or type )

occupational code

(unknown = 9999) (unknown = 99)
13. Medical insurance status before age 65 (see manual)
Codes
1) Medicaid 4) other company name code
2) HMO or PPO  5) none (unknown = 9999) (unknown = 99)
3) fee for service  9) unknown
14. Medical insurance status leading up to
Codes
1) Medicare 4) other company name code
2) HMO or PPO  5) none (unknown = 9999) (unknown = 99)

3) fee for service  9) unknown

07/09/97
INTRVW_A . WPD 12/14/99




OTHER POTENTIAL RISK FACTORS FOR PROSTATE CANCER

AND MORTALITY

NUTRITIONAL ITEMS, ALCOHOL, & SMOKING

15. Cigarette smoKing.....................ococoiiiiiiiiii e Yes

2 years prior to diagnosis. 19 _
(circle one) 1

If yes, age of onset:
(age @ death if still smoking) age stopped
packs per day

16. Alcohol Intake ... Yes
2 years prior to diagnosis: 19 .
(circle one) 1

If yes, age of onset:

(age @ death if still drinking) age stopped:
drinks per week:
(only if less than 1 drink per week) drinks per month:

17. Meat intake, times per week as main course of meal
(enter O if less than 1 per week)
2 years prior to diagnosis: 19

18. Multivitamin intake: ... Yes
2 years prior to diagnosis. 19
(circle one) 1

If yes, age of onset:

(age @ death if still taking) age stopped:
pill per day:
(only if less than 1 pill per day, pills per week:

enter 0 if less than 1 per week)

07/09/97
INTRVW_A WPD 12/14/99

(unknow?= 9.-9_9)—

No unkwn

2 9

(unknown = 99)




19. Other vitamin supplements .............................................
2 years prior to diagnosis: 19 _
(circle one)

If yes, which ones ----------

Yes No unkwn

1 2 9

Yes No Unkn agestarted agestopped pills per week  strength

(or age @ death)
vitamin A 1 2 9 o o - -
vitamin C 1 2 5 o - -
vitamin D 1 2 9 R L - —
vitamin E 1 2 9 o L B -
Other supp.1 1 2 9 L - - _——
Other supp.2 1 2 9 o o - —_—
supplement name 1 (unknown=99)  (unknown=999)
supplement name 2
: (unknown= 9999)

Anthromorphic Factors

20. Height ...

2 years prior to diagnosis. 19 __

21. Weight (average) ..................occoooiiiiiiiicni JRTTSU

2 years prior to diagnosis: 19

22. Weight (maximum) ...

2 years prior to diagnosis. 19__

23. Jacket size (average) ...

2 years prior to diagnosis. 19

24. Waist size (average) ...............ccocoeiiiiiiiiiiie e,

2 years prior to diagnosis: 19 _

25. Baldness pattern ...
2 years prior to diagnosis: 19 _

no hair loss
mild receding hairline (temple areas)

07/09/97
INTRVW_A.WPD 12/14/99

(feet, inches)

— ’

(unknown = 9,99)

......... ___ (pounds)

(unknown = 999)

........ ___ (pounds)

(unknown = 999)

....... ___ (inches)

(unknown = 99)

........... _____ (inches)
(unknown = 99)

................... (circle one)

(typea) 1
(type b) 2




moderate receding hairline on front and sides

(typec) 3
above plus loss over the top or back (vertex) (typed) 4
complete baldness or some residual on back & sides (typee) 5

unknown 9

26. At what age did your husband first start losing hair?
Age at death:

) (If no hair loss, enter age @ death)
{AgeDeath(DC)}

(unknown = 99)

27. Did your husband ever have a vasectomy?

Yes No unkwn
(circle one) 1 2 9
28. At what age did your husband have a vasectomy? ... L
(unknown=99)
29. Would you like the results of the study? (3-4 years?) Yes No  unkwn
(circle one) 1 2 9
30. If it is necessary, would you agree to sign an authorization to give to doctors who
request them?
Yes No  unkwn
(circle one) 1 2 9

07/09/97
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fidentID}

Date Case Diagnosis
DateDxVeri_IN})

Tumor Registry (PCa DIAGNOSIS ABSTRACT SHEET) ----Cases & Controls with PCa

Address1(DC8d)
City(DC80)),

SS# (DC6)

Date of Death (DC2)

Age at Death (DC5a) - (must be 55-79 inclusive) . . . .. e

NJ Resident (DC) -(mustbeyes) ..., Yes
(circle one) 1

**%% Jf any of the above is not satisfied, must review with project director ****

Is subject registered in NJTR forthiscancer 7 ................... Yes No
(circle one) 1 2

Date of Diagnosis: (NJTR22). .. ... .. ... .. .. e

(Index diagnosis of prostate cancer must be 01/01/89 or later) MM DD YY
This may be a presumptive diagnosis (see protocol)

Primary Site Code (NJTR 23) (mustbe 6190) .........................

Disposition
Interviewer: Data Entry A: Date: - -
Date of Interview: - - Person:
Q/A Person: - Data Entry B: Date: - -

Date of Review: Person:

Physician Review Date: - -

Physician:

11/19/99
TReg_ab.wpd 12/14/99




D(IdentID}

Date Case Diagnosis
(DateDxVeri_IN)

Address @ diagnosis (NJTR2):Address 1 City
Address 2 State Zip
Muni code _
Address, last current (NJTR2a):Address 1 City
Address 2 State Zip
Muni code

Reporting Facility, Index Dx NJTR 14) ... ......... ... ... ... ... ...

Jacility codes

09700 = private medical practitioner, surgicenter
09900 = private lab, nursing home

99000 = death certificate only

all others are NJTR hospital codes

Medical Record Number (NJTR 15) ... ................

Diagnosed Elsewhere First (NJTR21) .................... Yes No
(circle one) 1 2
If yes, where:  Facility name & code __~~~~~
Address 1 City
Address 2 State Zip

Attending Physician (NJTR 30)Name:

Address 1 City

Address 2 State Zip_____
License# - Muni code _

Phone # - -

01 = other 02 = Black

11/19/99
TReg_ab.wpd 12/14/99




IdentID)

Date Case Diagnosis

Method of Diagnosis, index diagnosis (NJTR26 hospital/physician). . ... .............. L

code
Method Codes: 1 = prostate biopsy
2 = surgical specimen
3 = other diagnostic findings (not tissue)
physician clinical presumptive diagnosis (see protocol)
Diagnostic Findings other than biopsy or surgical specimen, (Index diagnosis) . . . . . . .. Yes No Unknown
(determination of prostate cancer through means other than tissue)
(circle one) PSA>4 . . 1 2 9
(circle one) Indurated prostate ornodule . . .................. 1 2 9
(circle one) Osteoblastic Metastasis . . ..................... 1 2 9
If PSA > then level and reference . . . . . .. o __to__
(Actual Level) (Reference Level)

** NoTE: IF DIAGNOSIS IS MADE BY CLINICAL FINDINGS, OR A PRESUMPTIVE DIAGNOSIS WITHOUT ALL THE
ABOVE DIAGNOSTIC FINDINGS THEN PHYSICIAN REVIEW IS NECESSARY BEFORE CONTINUING **

Symptomatic mets at or beforedeath 7 ......... ... .. ... . Yes No unkwn

(circle one) ' 1 2 9

** NOTE: IF NO SYMPTOMATIC METS THEN PHYSICIAN REVIEW IS NECESSARY BEFORE CONTINUING **

Index Tissue: Histological type, behavior, and grade (NJTR25): ... Histologycode
(see Appendix D) Behavior code _
Histology Codes: grade code:  __

Adenocarcinoma 8140 Papillary Transitional Cell Type 8130
Acinar Cell Carcinoma 8550 sarcoma 8800
Infiltrating Duct Carcinoma 8500 Rhabdomyosarcoma 8900
Transitional cell type 8120 Other
Behavior Codes: grade codes: well differentiated =1

insitu = 2 mod differentiated =2

invasive = 3 poorly differentiated = 3

unknown =9

** NOTE: IF MORE THAN ONE SOURCE OF SAMPLE, ALWAYS CODE THE MORE ADVANCED CANCER SPECIMEN **

11/19/99
TReg_ab.wpd 12/14/99




Date Case Diagnosis
(DateDxVeri_IN)

Summary Stage of disease (NJTR27) .. .. .. ... ..

Summary codes: code
0 = in situ 3 = regional, lymph node 7 =distant mets
1 = localized 4 = regional, 2 & 3 9 = unknown
2 = regional, direct 5 = regional, NOS

Index Tissue Gleason Score: (Hospital / Physician) . .. ......... ... ... ... .. .. .......

(can be from biopsy or surgical specimen, but it must be the index tissue) (99 = unknown)

Initial Work-up or Staging Procedures .(hospital/physician) . . Yes No Unkwn Date Pos Neg

(circle one) CTscan.................... ..
(circle one) MRI........................
(circle one) Bonescan.....................

(circle one) Lymphangiogram . .. ...........

(circle one) PSA ...
(circle one) Other
(circle one) Other
If positive list results here:

T T oy
NN N DN NN
\© O O O v v WO
[
1
e e T e ]

Index Pre-surgical (clinical) Stage: (hospital/physician).
(see Appendix E for codes)

Staging A-D System: (see Appendix E for codes)
Additional codes { xx = not assessed } :

Initial Pathological (Surgical) Stage: (hospital/physician) .

Staging A-D system

Gleason Score of Initial Surgical Specimen (hospital/physician) . ....................... o
(May be noncancer-directed surgery or cancer-directed surgery - but must be used for surgical staging to assess spread of (99 = unknown)
disease i.e. TURP specimen would not count).

11/19/99
TReg ab.wpd 12/14/99
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'1.D(IdentID)

Date Case Diagnosis
D{DateDxVeri_IN)

First Course, Cancer-Directed Therapy

Date therapy initiated (NJTR36) . . ..................

Surgical code (NJTR37) .....................

NCD Surgical codes

00 - no surgical procedure

01 - incisional, needle, or aspiration of other
than primary site

02 - incisional needle or aspiration, primary site

03 - exploratory, no biopsy

04 - bypass, no biopsy

0S5 - exploratory plus biopsy

06 - bypass plus biopsy

07 - NOS

09 - unknown

Reason codes

Cancer-Directed Surgical codes

10 =TURP, no lymph nodes
20 = TURP, with Iymph nodes
30 = Subtototal prostatectomy, no lymph node dissection
40 = Subtotal prostatectomy, with lymph node dissection
50 = Radical prostatectomy no lymph node dissection
60 = Radical prostatectomy, with lymph node dissection
70 = Cystoprostatectomy with/ without lymph node dissection
80 = Surgery of regional sites, nodes, distant sites, distant nodes
90 = Prostatectomy, NOS or Surgery, NOS

0 - cancer - directed surgery performed

1 - cancer - directed surgery not recommended
2 -contraindicated due to other conditions

6 - unknown reason

7 - patient or guardian refused
8 - recommended, unknown if done
9 - unknown if cancer - corrected surgery done

Radiation (NJTR40).............
Radiation with surgery (NJTR41). ..

Chemo (NJTR42) . ..............

Hormonal (NJTR43). .............
Immunotherapy (NJTR44). . .. ... ...
Other (NJTR45)
Watchful waiting. . ...............

First Course Treatment Hospital Code (Rx.Hosp code from NJTR) . .............

-- NJTR Codes-- MM DD

11/19/99

TReg_ab.wpd - 12/14/99




)(IdentID)

Date Case Diagnosis
‘DateDxVeri_IN)

Recurrence Date. .. ... ... .. . e - -

MM DD YY

Site codes 0 = no distant mets 5 = bones - other than primary

1 = peritoneum 6 = CNS excluding eye code
2 = lung 7 = skin, other than primary site
3 =pleura 8 = other than regional lymph nodes
4 = liver (only) 9 = bone marrow mets, carcinomatosis
Second Course of Therapy
Date therapy initiated (NJTR36) . .. ............ ... .. ... ... ... ... I
Surgical code (NJTR37)......... ... ... ... ....... R
NCD Surgical codes Cancer-Directed Surgical codes
00 - no surgical procedure 10 =TURP, no lymph nodes
01 - incisional, needle, or aspiration of other 20 = TURP, with lymph nodes
than primary site 30 = Subtototal prostatectomy, no lymph node dissection
02 - incisional needle or aspiration, primary site 40 = Subtotal prostatectomy, with lymph node dissection
03 - exploratory, no biopsy 50 = Radical prostatectomy no lymph node dissection
04 - bypass, no biopsy 60 = Radical prostatectomy, with lymph node dissection
05 - exploratory plus biopsy dissection 70 = Cystoprostatectomy with/ without lymph node
06 - bypass plus biopsy distant nodes 80 = Surgery of regional sites, nodes, distant sites,
07 - NOS 90 = Prostatectomy, NOS or Surgery, NOS
09 - unknown
Reason for No Cancer-Directed Surgery NJTR38): . ................. -
Reason codes 0 - cancer - directed surgery performed code
1 - cancer - directed surgery not recommended
2 -contraindicated due to other conditions
6 - unknown reason
7 - patient or guardian refused
8 - recommended, unknown if done
9 - unknown if cancer - corrected surgery done
-- NJTR Codes-- MM DD YR

Radiation (NJTR40) .. ........... - -
Radiation with surgery (NJTR41). .. - -
Chemo (NJTR42) ............... - -
Hormonal (NJTR43). . ............ . - -
Immunotherapy (NJTR44). . .. ... ... - -
Other (NJTR45) - -
Watchful waiting. .. .............. - -

11/19/99
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f[dentIDi

Date Case Diagnosis
‘DateDxVeri_IN)

11/19/99
TReg_ab.wpd 12/14/99




Second Course Treatment Hospital Code (Rx.Hosp code from NJTR)

Date last followed up (NJTR46) . . .. ... ... . . i

Follow-up Status . .............. . . . ..

1=alive
4= dead
11/19/99

TReg_ab.wpd

12/14/99

)(IdentID)

Date Case Diagnosis
DateDxVeri_IN)




dentIDi
DateDxVeri_IN)

Date Case Diagnosis_
] ateDeath(DC2))

Date Case Death

Cases & Controls

BIOPSY SUBFILE SHEET

Date entered Initials Q/A Person Date

04/08/99
Bx_ab.wpd 12/14/99




| (IdentID)
DateDxVeri_IN)
(DateDeath(DC2))

Date Case Diagnosis
Date Case Death

Biopsy Number # ... L
Biopsy Date ... - -
(Physician Name) .........ccoovovviviiiiiiiieeie e
Physician License Number ... -
BIOPSY SOUICE ......oooiiiiiiiitiii e o
Codes
1 = prostate, needle 4 =bone
2 = prostate, TURP 5 =other
3 = lymph node 9 = unknown
Biopsy Results ................. Biopsy Code
( See appendix D)
Biopsy codes
1= negative 4= adenocarcinoma (8140)
2=benign 5= CA other
3= prostatic intraepithelial neplasia (PIN) 9= unknown or unsure
Reason for Biopsy ...
Reason Codes . Yes No
Abnormal physical finding 1 2
Symptoms 1 2
Elevated PSA 1 2
Incidental TURP findings 1 2
Other 1 2
Ultrasound volume done .....................coooiiiiiiii i 1 2 9 .
Unkwn
Ultrasound volume determination ....................c..ccoocoooiiiiiiiiiiice (grams)
(9999=unknwn)
Ploidy available ? ...l ckifyes ................ O
PIN mentioned ? ..., ckifyes .............. a
04/08/99

Bx_ab.wpd 12/14/99




IdentID@i
Date Case Diagnosis_ ateDxVeri_IN)

Date Case Death

Biopsy Number # ..., o
Biopsy Date ...........oooooiiiiiii e, - -
(Physician Name) ..........ccooivoeiiiiiiiiiii e
Physician License Number ..., -
BIOPSY SOUICE ...
Codes
1 = prostate, needle 4 =bone
2 = prostate, TURP 5 =other
3 = lymph node 9 = unknown
Biopsy Results .................. Biopsy Code
( See appendix D)
Biopsy codes
1= negative 4= adenocarcinoma (8140)
2=benign ' 5= CA other
3= prostatic intraepithelial neplasia (PIN) 9= unknown or unsure
Reason for Biopsy ..o,
Reason Codes Yes No
Abnormal physical finding 1 2
Symptoms 1 2
Elevated PSA 1 2
Incidental TURP findings 1 2
Other 1 2
Ultrasound volume done ..., e 1 2 9
Unkwn
Ultrasound volume determination .....................cccccooovviiiiiioiceiee e (grams)
- (9999=unknwn)
Ploidy available ? ... ckifyes ............... a
PIN mentioned ? ..., ckifyes .............. a
04/08/99

Bx_ab.wpd 12/14/99




| IdentID)
aterVeri_INf;):

Date Case Diagnosis

Date Case Death DateDeath(DC2))
Biopsy Number # ... -
Biopsy Date ... - -
(Physician Name) ...........cocooviviviiiieiiieiiceie e
Physician License Number ... e
BIOPSY SOUNCE ..ot L
Codes
1 = prostate, needle 4 =bone
2 = prostate, TURP 5 =other
3 = lymph node 9 = unknown
Biopsy Results .................. Biopsy Code
( See appendix D) :
Biopsy codes
1= negative 4= adenocarcinoma (8140)
2=benign 5= CA other
3= prostatic intraepithelial neplasia (PIN) 9= unknown or unsure
Reason for Biopsy ..o
Reason Codes Yes No
Abnormal physical finding 1 2
Symptoms 1 2
Elevated PSA 1 2
Incidental TURP findings 1 2
Other 1 2
Ultrasound volume domne ....................c.ooooiiiioiiii e, 1 2 9
Unkwn
Ultrasound volume determination ......................ccoooovieeieeeieeeee e (grams)
(9999=unknwn)
Ploidy available ? ... ckifyes ............... M
PIN mentioned ? ..., ckifyes ............... a
04/08/99

Bx_ab.wpd 12/14/99




Date Case Diagnosis

Date Case Death
Biopsy Number # ... o
Biopsy Date ... - -
(Physician Name) .........cocccooeviiiiiiiiiiiccccee e
Physician License Number ... -
BIOPSY SOUICE ..o .
Codes
1 = prostate, needle 4 =bone
2 = prostate, TURP 5 =other
3 = lymph node 9 = unknown
Biopsy Results ................. Biopsy Code
( See appendix D)
Biopsy codes
1= negative 4= adenocarcinoma (8140)
2=benign 5= CA other
3= prostatic intraepithelial neplasia (PIN) 9= unknown or unsure
Reason for Biopsy ..............cccccocooeierernnnn.
Reason Codes Yes No
Abnormal physical finding 1 2
Symptoms 1 2
Elevated PSA 1 2
Incidental TURP findings 1 2
Other 1 2
Ultrasound volume done ...................ocooooiiiiiee e, 1 2 9
Unkwn
Ultrasound volume determination ........................co.oooieiiiiioee e (grams)
(9999=unknwn)
Ploidy available ? ... ckifyes ... Q
PIN mentioned ? cereerernt e e CKAFYES L Q
04/08/99

Bx_ab.wpd 12/14/99




Date Case Diagnosi

Date Case Death
Biopsy Number # ... o
Biopsy Date ........ccoooiiii - -
(Physician Name) ..........cccoeoriiiiioiiiiieiiiee e
Physician License Number ... -
BIOPSY SOUICE ..ot .
Codes
1 = prostate, needle 4 =bone
2 = prostate, TURP 5 =other
3 = lymph node 9 = unknown
Biopsy Results .................. Biopsy Code
( See appendix D)
Biopsy codes
1= negative 4= adenocarcinoma (8140)
2=benign 5= CA other
3= prostatic intraepithelial neplasia (PIN) 9= unknown or unsure
Reason for Biopsy ...,
Reason Codes Yes No
Abnormal physical finding 1 2
Symptoms 1 2
Elevated PSA 1 2
Incidental TURP findings 1 2
Other 1 2
Ultrasound volume done ......................ocooiiiiiiiii 1 2 9
Unkwn
Ultrasound volume determination .........................c...cooooiiiiiiei e (grams)
(9999=unknwn)
Ploidy available ? ..., ckifyes............. Q
PIN mentioned ? ... ckifyes .............. 4
04/08/99

Bx_ab.wpd 12/14/99




Date of Case Diagnosis
Date of Case Death |

Cases & controls

DISEASE SUBFILE SHEET

Date Initials

04/21/99
DIS_AB.WPD 12/14/99




IdentID)

DateDxVeri_IN)

Date of Case Diagnosis
' ateDeath(DC2))

Date of Case Death
Disease Number # o

Disease Name (physician worksheet) .....................cccooeeee...

Disease Year Diagnosed ...

Disease ICD-9 Code (Appendices F& G) ....ooooovvvvvvvieeiiiiiiiiiiieeeceeia
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) ...,

Procedure Code (AppendiX) .........ccccooveeiiiviiiiiiiiiie i

Procedure Date ..o - -

(Physician Name) .........cccccoeveeriiiiieiieiieeeienieenennn
(only if a procedure was done)

Physician License Number: (physician database) ........................ -

Disease Year Diagnosed ...,

Disease ICD-9 Code (Appendices F& G) ......ooovvvvvivveeieeiiiiiieeiiieeeee
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (AppendixX ) .......cccocoovveriireriiireeeinne,

Procedure Code (AppendiX) .........ccccovivviiiiiiiiiieie e

Procedure Date ... - -

(Physician Nam€) .........cccccceeeiievcvrennieiieeeeeeeree e,
(only if a procedure was done)

Physician License Number: (physician data base) ........................ -

04/21/99
DIS_AB.WPD 12/14/99




Date of Case Diagnosis

Date of Case Death
Disease Number # ... o
Disease Name (physician worksheet) ..................................
Disease Year Diagnosed ... -
Disease ICD-9 Code (Appendices F & G) .....cooovvvvviiviiniciiiiiccioieiee e

(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) .....ccovevevieveriiinsicseeenn,

Procedure Code (AppendiX ) .........ooooooieeieiiieiieee e

Procedure Date ... - -

(Physician Name) .........c.cccccoeeiiiiiiiiiiiien,

(only if a procedure was done)

Physician License Number: (physician database) ........................ -

Disease Year Diagnosed ...

Disease ICD-9 Code (Appendices F & G) ......ooovvevvniiiiiiiiiieiieeieee I
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) .......ccccoccovvvveirivreriecenne, .

Procedure Code (AppendixX ) ..........ccccooviiiiiiiiiieiiiii e

Procedure Date ... - -

(Physician Name) ...........cccocovevvvicicnir e
(only if a procedure was done)

Physician License Number: (physician database) ........................ -

04/21/99
DIS_AB.WPD 12/14/99




Disease Number # ...

Disease Name (physician worksheet) ...........ccccooeeiveiiiinn.

Disease Year Diagnosed ...

Disease ICD-9 Code (Appendices F& G) ...oovovvvvieieiirieeiiiieeeiiie e
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) .....cccocooevervivrnnionininnininns

Procedure Code (AppendiX ) ........ccoooiiieiiiiiieieieea e .

Procedure D ate ... - -

(Physician Name) ..........cccoevniiicieniciiiiencciiiciens
(only if a procedure was done)

Physician License Number: (physician database) ........................ -

Disease Number # ..

Disease Name (physician worksheet) ...............ccccoeivveernnnn,

Disease Year Diagnosed ...

Disease ICD-9 Code (Appendices F& G) ....ooovvvvvviriiiiiiiiiiieeiiiieeeeeeee
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (AppendixX ) .......cccocoooeivmiimiociernieien e

Procedure Code (AppendiX ) .........coccoiiiiiiiiiiiiiiiiieeeeeeee e

Procedure Date ..o - -

(Physician Name) ............ eeere e e rreeareeetbaennreeeanes
(only if a procedure was done)

Physician License Number: (physician database) ........................ -

04/21/99
DIS_AB.WPD 12/14/99




Date of Case Diagnosis

DaterVeri__INE)i

Date of Case Death DateDeath(DC2))
Disease Number # ... L
Disease Name (physician worksheet) ..........cccccocevvnrinne. o
Disease Year Diagnosed ... L
Disease ICD-9 Code (Appendices F & G) ....ooovvvveviivevneniiiiiiiicoieieeioee e

(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (AppendixX ) ...ccooccoeveevievervneneniscennirenenine,

Procedure Code (AppendiX) .........cccoevveiiieiiieeieie e .

Procedure Date ... - -

(Physician Name) ........ccccceerveereireniieerenieeeeiieen s
(only if a procedure was done)

Physician License Number: (physician database) ..........c............. -

Disease Number# ...,

Disease Name (physician worksheet) ......................c.ccoeeean.

Disease Year Diagnosed ...

Disease ICD-9 Code (Appendices F & G) ...ccoovvvviveiineiieiiiiiieieiieeceiee .-
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) .......cccoooeveiirirenroesnicieernnnnn,

Procedure Code (Appendix) ..........cocooiviiiiiiiiiiiiiiic e

Procedure Date ... e, - -

(Physician Name) ........c.cccccevevininvininirecee e
(only if a procedure was done)

Physician License Number: (physician data base) ........................ -

04/21/99
DIS_AB.WPD 12/14/99




Date of Case Diagnosis
Date of Case Death

Disease Number# .o

Disease Name (physician worksheet) .................cccceeviiiiinn,

Disease Year Diagnosed ...

Disease ICD-9 Code (Appendices F& G) ..oovvvviiiiiiiiiiiiiiice e
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) ........cccccoevvviveiricioceciieiennns
Procedure Code (AppendiX ) ..........coooooviiiiiiieiiiieiiiiiee e

Procedure Date ... - -

(Physician Name) .........cocevveviieniniorenenennnn, Sreeeneenne
(only if a procedure was done)

Physician License Number: (physician data base) ....................... -

Disease Year Diagnosed .....................cc.ooooiiii

Disease ICD-9 Code (AppendiceSF & G) ......ocoovviviiiienieeiiiieeeeieeeeee
(may be listed more than once if more than one procedure was done)

Procedure Name (if any) (Appendix ) ........cccccoooovvoeiiriviveeveeeiinn

Procedure Code (AppendiX) ...........ccooiiiiiiiiiiiiiiieiiciee e,

Procedure Date ..., - -

(Physician Name) .........c.cccocoeeevieiieiicieeieeeeenn
(only if a procedure was done)

Physician License Number: (physician database) ........................ -

04/21/99
DIS_AB.WPD 12/14/99




Cases & controls

Date Case Diagnosis I
Date Case Death

PHYSICIAN SUBFILE SHEET

DATE

04/21/99
doct_ab.wpd

FirstNameMI(DC1))

INITIALS

12/14/99
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Cases & Controls

HOSPITAL SUBFILE SHEET

(LastName(DCl);,

Date Initials

04/21/99
hosp_ab.wpd

Date Case Diagnosis
Date Case Death

(FirstNameMI(DC1)}

12/14/99
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DateDxVeri IN)

Date Case Diagnosis _ _
] ateDeath(DC2))

Date Case Death

Cases & controls

MEDICATIONS SUBFILE SHEET

04/21/99
meds_ab.wpd 12/14/99




Medication Name

(Physician worksheet, hospital records)

éIdentID;i

ateDxVeri_IN )

Date Case Diagnosis _IN)
teDeath(DC2))

Date Case Death Da

Code Prostate Related
(Reference) (l1=yes 2 =no
9= unknown)

04/21/99
meds_ab.wpd

12/14/99




Cases & Controls

PSA ABSTRACT SHEET

Date of Case Diagnosis
Date of Case Death ]

Interviewer:

Date of Interview:

Q/A Person:

Date of Review:

06/17/99
Psa_ab.WPD

Disposition

Data Entry A: Date:

Person:

;DaterVeri_IN?j

D(DateDeath(DC2))

Data Entry B: Date:

Person:

Physician Review Date:

Physician:

12/14/99




Date of Case Diagnosis_ éDaterVeri_INi

Date of Case Death (DateDeath(DC2))
PSANumber# ..., #
PSADALE ..o e e - -
MM DD YYYY
(Physician Name) .......c.c.cccoceveevivncnns
Physician License Number (Physician data base or physician worksheet) —
PSA Result ¥¥*¥% | oo O USSP e
Free PSA Reference (if done) (Appendix H) ..c.ooooovvivvvvicniiiiicieciee, . to__ .
(low) (high)

Free PSA Result (if done) **¥** ..o e
PSA done with DRE, because of a finding on the DRE, or was DRE Yes No Unknwn

done because of an abnormal PSA? (Do not include DRE's done for follow-up) 1 2 3
What was the date of the DRE? ..., - - -
Was PSA done because of a finding on the DRE? ..o 1 2 3
Was there any findings on the DRE? ..ot 1 2 3

Was the DRE finding benign (BPH) ? ..........cccoceoviiinnincineine, 1 2 3

Was the DRE finding suspicious? .............ccocevvvveivicinninieieiicccee 1 2 3
Is this the 1st elevated post-prostatectomy PSA? ............ccccocoe. et 1 2 3

(Collect PSA's up to and including the 1st diagnostic PSA if available. Thereafter we only collect the st elevated post-prostatectomy PSA)

Was this PSA done within 6 months of prostate cancer diagnosis of the case? ...... 1 2 3
------ -- IF LESS THAN 6 MONTHS, FLAG THIS FOR PHYSICIAN REVIEW ---ceee-
Reason for PSA Circle all Reason Codes that apply
Yes No Yes No

1 = pure screening 1 2 6 = follow-up abnl PSA 1 2
2 = enlargement (no nodule) 1 2 7 = follow-up neg bx 1 2
3 =nodule 1 2 8 = abnl imaging findings 1 2
4 = abnl prostate, other 1 2 10 = no documentation 1 2
5 =prostatism symptoms 1 2 11 = other 1 2

Physician Reviewer only:
RESULT OF REVIEW ........cccooiiiinnereneecreea, valid screen invalid screen

(circle one) 1 2
If validity uncertain check heretored flag ...............ccooooeeieiiicicc e O -
06/17/99

Psa_ab.WPD 12/14/99




Date of Case Diagnosis DateDxVeri IN)

Date of Case Death DateDeath(DC2))
PSA Number# ... #
PSA DALE ...ttt e - -
MM DD YYYY
(Physician Name) .......cccoeevevieeicnnne
Physician License Number (Physician data base or physician worksheet) R
PSA Result ¥¥¥% | it e e
Free PSA Reference (if doné) (Appendix H) ...occocveviiniiiiiiiene .t .
(low) (high)

Free PSA Result (if AONE) ¥¥¥% ____.._....cooovovooioooeoereesooeseeeeoeeoeeeessoseeeseeene L
PSA done with DRE, because of a finding on the DRE, or was DRE Yes No Unknwn

done because of an abnormal PSA? (Do not include DRE's done for follow-up) 1 2 3
What was the date of the DRE? ..., I
Was PSA done because of a finding on the DRE? ... 1 2 3
Was there any findings on the DRE? ... 1 2 3

Was the DRE finding benign (BPH) ? ..o, 1 2 3

Was the DRE finding suspicious? ...........cccccoiiiiiiiiniiiniieceicreneene 1 2 3
Is this the 1st elevated post-prostatectomy PSA? ..., 1 2 3

(Collect PSA's up to and including the 1st diagnostic PSA if available. Thereafter we only collect the 1st elevated post-prostatectomy PSA)

Was this PSA done within 6 months of prostate cancer diagnosis of the case? ...... 1 2 3
w--memeee IF LESS THAN 6 MONTHS, FLAG THIS FOR PHYSICIAN REVIEW --ene-- -
Reason for PSA Circle all Reason Codes that apply
Yes No Yes No

1 = pure screening 1 2 6 = follow-up abn! PSA 1 2
2 = enlargement (no nodule) 1 2 7 = follow-up neg bx 1 2
3 =nodule 1 2 8 = abnl imaging findings 1 2
4 = abnl prostate, other 1 2 10 = no documentation 1 2
5 =prostatism symptoms 1 2 11 = other 1 2

Physician Reviewer only:
RESULT OF REVIEW ... valid screen invalid screen

(circle one) 1 2
If validity uncertain check heretored flag ... O e

06/17/99
Psa_ab.WPD 12/14/99




DateDxVeri_IN)

Date of Case Diagnosis )
(DateDeath(DC2))

Date of Case Death

PSANumber# ... #
PSA DAL ..ottt - -
MM DD YYYY
(Physician Name) .......ccccccocveercneennn.
Physician License Number (Physician data base or physician worksheet) R
PSA Result ¥F¥% oo et e
Free PSA Reference (if done) (AppendiXx H) ..ocooovviivceiiiniciiici, e to_ .
(low) (high)
Free PSA Result (if done) ¥ ¥¥ | ... e
PSA done with DRE, because of a finding on the DRE, or was DRE Yes No Unknwn
done because of an abnormal PSA? (Do not include DRE's done for follow-up) 1 2 3
What was the date of the DRE? ..., R T
Was PSA done because of a finding on the DRE? ... 1 2 3
Was there any findings on the DRE? ... 1 2 3
Was the DRE finding benign (BPH) ? ... 1 2 3
Was the DRE finding suspicious? ..o 1 2 3
Is this the 1st elevated post-prostatectomy PSA? ..o, 1 2 3

{Collect PSA's up to and including the 1st diagnostic PSA if available. Thereafter we only collect the 1st elevated post-prostatectomy PSA)

Was this PSA done within 6 months of prostate cancer diagnosis of the case? ...... 1 2 3
e IF LESS THAN 6 MONTHS, FLAG THIS FOR PHYSICIAN REVIEW ---r—o---
Reason for PSA Circle all Reason Codes that apply
Yes No Yes No

1 = pure screening 1 2 6 = follow-up abnl PSA 1 2
2 = enlargement (no nodule) 1 2 7 = follow-up neg bx 1 2
3 =nodule 1 2 8 = abnl imaging findings 1 2
4 = abnl prostate, other 1 2 10 = no documentation 1 2
5 =prostatism symptoms 1 2 11 = other 1 2

Physician Reviewer only:
RESULT OF REVIEW ..o valid screen  invalid screen

(circle one) 1 2
If validity uncertain check here t0 red fIAg ...........ooo.coovveooveoeeeeoeeroseeeeeeeeseeeseeeeeee e O L
06/17/99

Psa_ab.WPD 12/14/99




IdentID§

Date of Case Diagnosis iDaterVeri_INi

Date of Case Death ateDeath(DC2))
PSANumber# ..o #
PSADALE ...t - -

MM DD YYYY
(Physician Name) ......c.cccocoovvvencnene.
Physician License Number (Physician data base or physician worksheety -
PSA Result ¥¥5¥% oot e e e
Free PSA Reference (if done) (Appendix H) ..o, . to__ .
(low) (high

Free PSA Result (if done) ¥ ¥¥ . s

PSA done with DRE or because of a finding on the DRE eliciting a work-up? ..... 1 2 3

(Do not include DRE's done for follow-up of a known problem; include as "No")

What was the date of the DRE? ............coccoviniiiiiceecee e, - -
Was PSA done because of a finding on the DRE? ... 1 2 3
Was there any findings on the DRE? ... 1 2 3
Was the DRE finding benign (BPH) 7 ..., 1 2 3
Was the DRE finding suspicious? ..o 1 2 3
Is this the 1st elevated post-prostatectomy PSA? ...........ccooovviiniiiiiiiieie e, 1 2 3

(Coliect PSA's up to and including the 1st diagnostic PSA if available. Thereafter we only collect the 1st elevated post-prostatectomy PSA)

Was this PSA done within 6 months of prostate cancer diagnosis of the case? ...... 1 2 3
e IF LESS THAN 6 MONTHS, FLAG THIS FOR PHYSICIAN REVIEW —eeeeeeee
Reason for PSA Circle all Reason Codes that apply
Yes No Yes No

1 = pure screening 1 2 6 = follow-up abnl PSA 1 2
2 = enlargement (no nodule) 1 2 7 = follow-up neg bx 1 2
3 =nodule 1 2 8 = abnl imaging findings 1 2
4 = abnl prostate, other 1 2 10 = no documentation 1 2
5 =prostatism symptoms 1 2 11 = other 1 2

Physician Reviewer only:
RESULT OF REVIEW ........cocooivimniiiiniiniinienineennns valid screen invalid screen

(circle one) 1 2
If validity uncertain check heretored flag ..............c.c.oooviiiiiii e, O

06/17/99
Psa_ab.WPD 12/14/99




Dear Dr. Frank and Stein:

The New Jersey Department of Health and Senior Services is currently updating and checking the quality
of data in the New Jersey State Cancer Registry. It is imperative for us to maintain the accuracy and
timeliness of the data in the registry so it can be reliably utilized in tracking cancer trends and outcomes.
This particular form refers to various aspects of men with prostate cancer. (You may already have been
asked some questions regarding several of your patients with prostate cancer on a collaborative study that
we are doing in collaboration with the Robert Wood Johnson Medical School.) We thank you for your
efforts! This current request is SHORT and contains information that the New Jersey Tumor Registry
already requests for its cancer control program. We may have obtained some of this information from the
hospital reporting system, but not all patients are hospitalized which results in large gaps in our data.
Also, you may have more up-to-date and accurate information than the hospital sources. We thank you
for your time and efforts in helping to keep us current.

Name of patient:

NJ Tumor Registry Date of Diagnosis:

(please change if you feel it is different)

Birth Date
Hospitalized Circle one
Yes O No O
Hospital Name(s) If hospitalized
Clinical Stage T IN__ |M__ |(A-D) TNM or A-D (Jewett-Whittemore)
Pathological Stage T IN__ |M__ |(A-D If surgically staged
Gleason score From biopsy or surgical specimen
Prostatectomy done? Check one
Yes O No Q
Other Treatments? QO External beam radiation Check all that have been or are currently being
O Brachytherapy utilized
O Hormonal therapy
Q Chemotherapy
Q Other
Comorbid Disease(s) 1) Especially chronic disease such as CAD, diabetes,
% CHF, sleep apnea, other cancers, renal failure, etc.
3)
4)
5)
6)
Current vital status Check one
Alive O Dead O

Cause of Death

May be other than metastatic prostate disease

Other physicians involved

in care

Actively involved in the care of the patient while
sick with prostate cancer

# of visits to to your office

in last 2 years

(Outpatient Utilization)




